Teenagers are known to engage in risky behaviors. Today, some of these behaviors have potential negative consequences on health and productivity-and others can be life-altering or life-ending. These highrisk behaviors range from unhealthy eating patterns and lack of exercise to driving recklessly, engaging in unprotected sexual activity, and using substances. Of particular concern is the fact that many unhealthy or risky lifestyle practices that begin during childhood and adolescence are likely to continue on through adulthood, putting the health and productivity of Americans at risk for many years in the future. Parents, educators, community leaders, and health professionals are concerned about these high-risk behaviors. Many programs have been proposed, planned, and implemented to prevent or minimize these behaviors at a variety of levels-the home, church, school, and community. However, despite all the efforts on the part of concerned individuals and educated professionals, we find that these behaviors have not markedly diminished. In fact, in some areas, these risk behaviors have actually become more pervasive.
One area of particular concern is the increase in teen tobacco use during the 1990s; at the same time, the number of adults who smoke has steadily decreased over the last few decades and has stabilized at about 25% during the 1990s. Smoking is linked to over 430,000 deaths per year, and if the current patterns in tobacco use in this country persist, it is estimated that over 5 million persons under 18 years of age will die prematurely of tobacco-related diseases. Tobacco use is not only a health issue; it is also an important economic issue. The medical costs of smoking equal at least $50 billion annually (Healthy People 2010 , 2000 .
The number of students participating in the 1999 Youth Risk Behavior Survey (YRBS) who reported smoking cigarettes in the previous 30 days was 34.8%, an increase from reports earlier in the decade. The 1999 YRBS reports that White and Hispanic youth are more likely to smoke than Black youth and that male youth have a higher incidence of smoking than do female youth (YRBS 1999 (YRBS , 2000 . Current estimates are that 43% of all teens smoke: 36% of female teens and 48% of male teens. Among adult smokers, 82% had their first cigarette before the age of 18 (HealthyPeople 2010 (HealthyPeople , 2000 .
Factors that put today's teens at risk for tobacco use include personal, socioeconomic, educational, environmental, cultural, and environmental factors. Personal factors might include having family members who smoke, particularly parents and older siblings, and having low self-esteem. Individuals from lower socioeconomic backgrounds and with lower educational attainment or aspirations are more likely to smoke. An inability to resist peer pressure and the belief that one can stop smoking at any time both contribute to teen tobacco use. Environmental factors relate to the accessibility and availability of tobacco products, their price, and advertising that promotes tobacco use. An increase in tobacco use displayed in the media and by individuals in the music and entertainment industries have heightened the visibility of smoking behaviors, making them appear to be the "cool" thing to do in today's culture.
A final, yet extremely important factor to consider in dealing with the teen smoking epidemic is developmental. The participation in risk behaviors by teens can have a positive and desirable effect that is sought by teens-approval by peers. Such behaviors also may show teen's desire for independence from parents or rejection of prevailing societal values, both of which are developmental tasks characteristic of adolescents as they experiment with new behaviors and values. In addition, a number of these behaviors are seen as adult behaviors, such as smoking, drinking, and engaging in sexual activity, projecting a sense of maturity for those who engage in them. Therefore, participating in risk behaviors may play an important role in meeting the developmental needs of adolescents and can be viewed as serving a purposeful, goal-directed, and adaptive function. When viewed from this perspective, it is understandable why these behaviors are so difficult to prevent and intractable to change (jessor, 1991) .
Given the wide range of risky behaviors and the factors. that contribute to these behaviors during adolescence, where do we begin in our attempts to reduce behaviors that are counterproductive to health yet seemingly adaptive when considering the developmental needs of adolescents? Health education has been the major intervention used by educators and health professionals to prevent children and adolescents from engaging in high-risk behaviors. Schools have implemented programs in the curriculum at different points from kindergarten through high school to increase knowledge about health and encourage avoidance of behaviors that are dangerous to health. Health education can begin with basic information about hygiene, such as hand washing, that may be taught in a single short session. It also may be more complex and integrated over a number of sessions or years, as in the case of curricula related to sexuality or substance use prevention. Health education is defined as "developing and providing instruction and learning experiences to facilitate voluntary adaptation of behavior conducive to health in Indlviduals, families, groups, or communities" (Iowa Interventions Project, 2000, p. 365) . It includes activities such as formulating objectives, identifying resources, avoiding the use of fear or scare techniques, selecting teaching strategies that can be used to resist unhealthy behavior, and using a variety of strategies and intervention points in the educational program. Also important is planning long-term follow-up to reinforce health behavior. Behavior is influenced by three components or domains of learning: the cognitive, the affective, and the psychomotor. When planning health education presentations, classes, or curriculum, one needs to take each of these domains into consideration and plan strategies appropriate for that domain. Remember, health education should include a combination of strategies. This combination not only is desirable to get and maintain the interest of the learners but is purposeful in that it ensures that learning occurs in each of the three domains of learning.
The cognitive domain is related to the learning of facts or information about a specific topic. For example, in a tobacco use prevention program, one program objective might include increasing the learners' knowledge about the effects of tobacco use on the lungs and oral mucosa or on athletic performance and endurance. The strategies used to meet this informational, or cognitive, objective might include a verbal presentation that describes these effects. It could also include some audiovisual materials that not only tell about but show the effects of tobacco use on the lungs or oral mucosa. Another strategy might be a demonstration of how smoking decreases endurance during exercise. Each of these strategies are examples of ways to convey information to students, whether it be in a classroom, a group session, or a one-on-one session. It is easy to see that more interactive and visual teaching strategies are more likely to be attractive to and hold the attention of young learners. Today's students have spent many hours in front of the television, playing computer games, and viewing sophisticated multimedia presentations. This makes it more challenging for health professionals to engage today's learners in programs that grab their attention and make the information salient to their lives.
The affective domain relates to the values one has about health. It is not likely that an individual will engage in a healthy behavior unless he or she values that behavior. For example, considerable effort has been put into developing values among today's youth that relate to a drug-free lifestyle. Another value that is being promoted is abstinence. Strategies appropriate for the affective domain are values clarification, group discussion, and individual student involvement. Values and attitudes are stable constructs and are influenced by numerous other variables, such as family, religion, culture, and contemporary culture as seen in peers, media, and even at the shopping mall. It is not realistic to change values in a single session on a specific topic. Therefore, health education is more effective when delivered over time in a well-organized curriculum from the early elementary grades through the high school years.
The final domain is the psychomotor domain, the actual doing or carrying out of the desired behavior. It is important that students not only have the information or facts (cognitive domain) about the desired behavior and value that behavior (affective domain) but also have the needed physical abilities and skills (psychomotor domain) to carry out that behavior. For example, for an instructor teaching a group of female youth in a special education class about menstrual hygiene, it is very important that the young women have an opportunity to handle feminine hygiene products and get a chance to use them. Another example is demonstrating the use of condoms and then letting students manipulate the condoms and practice applying them to a model. The demonstration-returndemonstration model is one example of an appropriate strategy for teaching psychomotor skills.
Unfortunately, too many have a limited view of health education. There has been considerable effort at giving facts and information to students to increase their knowledge about the potentially damaging health effects of engaging in risky behaviors. Although information is essential in making an informed decision, it is not sufficient to protect youth from choosing behaviors that may be potentially damaging to their health. Research measuring the outcomes of health education usually shows an increase in knowledge about the target topic but shows little effect on the values related to the behavior or the behaviors themselves. Consequently, we continue to see a large gap between knowledge about healthy lifestyle behaviors and the actual behavior itself. It is time for those concerned about the health of adolescents to collab-orate with one another to devise innovative and creative strategies that not only increase knowledge but actually have a direct effect on the behaviors of concern.
This issue of The Journal ofSchool Nursing has a collection of articles related to tobacco prevention, use, and cessation. The article featuring a youth tobacco education program, Tar Wars, describes the program and the reactions of those who deliver the program and students in the program. Stoltz and Saunders describe a new trend in tobacco use among teens, smoking cigars, as well as the link between cigar and marijuana use. Finally, Donovan reviews five adolescent smoking-cessation programs that have reported findings on their effectiveness over time. These articles will give readers a view of the magnitude of the tobacco use problem and a description of strategies used to address the problem. Unfortunately, what we find in the literature are many programs without adequate follow-up and documentation of their effectiveness or outcomes. Also, many programs, particularly those related to smoking cessation, have modest success at the completion of the program and show declining efficacy with long-term follow-up.
Healthy People 2010 provides us with a road map of the direction we need to be heading in the next decade to decrease tobacco use among adolescents. The objectives emphasize the importance of reducing the use of tobacco through tobacco use prevention and cessation objectives. Objectives that relate to adolescent tobacco use include reducing overall tobacco use, reducing the initiation of tobacco use, lowering the average age of first tobacco use, and increasing tobacco use cessation attempts by teens. Also included is the goal of making 100% of school facilities, grounds, vehicles, and events tobacco free. Objectives targeting environmental factors include increasing the average state and federal taxes on tobacco products, reducing illegal purchases of tobacco products by minors through enforcement of existing laws, and increasing the number of states who revoke the licenses of those who violate laws relating to the sale of tobacco to minors. Also listed are objectives focusing on eliminating advertising and the promotion of tobacco products that influence teens and on increasing adolescents' disapproval of smoking (Healthy People 2010 , 2000 .
Do we have the answers on how to stop the epidemic of teen smoking? Unfortunately, no. If we did, it is likely that we would already have made significant progress in addressing the problem. We need to gather data on existing programs to determine what works and what doesn't work. This data will give us confidence that our time and resources will be used to deliver programs with evidence to support their effectiveness. We also need to continue to develop, implement, and evaluate creative and innovative strategies to reduce the use of tobacco products by today's adolescents. The future health, productivlty, and prosperity of our country depend on it!
